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Health and Wellbeing Boards: The new System stewards? 
 
Anna Coleman, Surindar Dhesi and Stephen Peckham 
 
Introduction 
Health and Wellbeing Boards (HWBs) emerged from debates about the Health and Social Care Bill 
(2011) as a key co-ordinating mechanism or steward for local health and social care systems (House 
of Commons CLG Committee, 2013 :14).  For many this is yet a further attempt to improve co-
ordination between health and social care services which historically has been a mixed experience 
(Lewis, 2001; Glendinning and Means, 2004). However, the rationale for HWBs includes a broader 
co-ordinating function across local authority (LA) services with a role in addressing the wider social 
determinants of health such as housing, education and planning, as well as social care. This wider 
context of joint-working is generally unexplored despite the emergence in some areas of joint public 
health directors pre-dating the formal shift of Primary Care Trust public health responsibilities to 
local government in 2013 (Marks et al 2011).  
  
Whilst ƉĂƌƚŶĞƌƐŚŝƉƐĂƌĞƐĞĞŶƚŽďĞĂƉƌĞƌĞƋƵŝƐŝƚĞĨŽƌƚĂĐŬůŝŶŐ ‘ǁŝĐŬĞĚŝƐƐƵĞƐ ? ?ŝƐƐƵĞƐƐŽĐŽŵƉůĞǆƚŚĂƚ
their solution lies with a multi-agency response), historically they seem unable to break free from 
ƚŚĞ ‘ƐŝůŽ-ďĂƐĞĚ ?ƐƚƌƵĐƚƵƌĞƐǁŚŝĐŚŐŽǀĞƌŶŚŽǁŵĂŶǇh<ƉƵďůŝĐ services are organised and delivered 
(Coleman 2014). Past initiatives to achieve joined up, well-co-ordinated and jointly planned services 
have previously had limited success.  
 
Various approaches to local authority and NHS partnerships have been introduced since the 1970s 
with varied success (Hunter and Perkins 2014). Funding structures remained a key barrier partially 
addressed by the 1999 Health Act which introduced new "flexibilities" allowing health bodies and 
LAs to: 
x Set up pooled budgets 
x Delegate function, by nominating a lead commissioner or integrating provision, and 
x Transfer funds between bodies. 
The aim was that services should become far more co-ordinated, designed around users and 
potentially a cost saving. For example, keeping an elderly person in hospital can be more expensive 
than the more appropriate package of social care needed to allow the patient to be discharged. With 
pooled budgets, funds would no longer be tagged as belonging to health or social services, and 
managers would be able to take more sensible, holistic decisions. However, issues remained such as 





In addition, a reduction of health inequalities and desire to integrate health and social care were 
prominent objectives in many Local Area Agreements, also reflected in the 2007 Local Government 
and Public Involvement Act. Health inequalities were also identified as an issue for HWBs to tackle 
locally.  
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 Section 31 of the Health Act 1999 has now been repealed and replaced, for England, by section 75 of the 




Faced with complex organisational change under the Health and Social Care Act 2012 (HSCA12), 
unprecedented financial constraints (austerity and cuts) and increasing demand for services, we look 
at whether HWBs can do any better than previous initiatives?  This chapter examines the 
development of HWBs and draws on the findings of studies conducted by the authors (Coleman et al 
2014, Dhesi 2014, Jenkins et al 2015, Peckham et al 2015) and considers whether or not HWBs are 
emerging as system stewards. By this we mean HWBs acting at a strategic level to co-ordinate and 
set the direction of health and social care developments at the local level, as well as encouraging 
integrated working (Department of Health 2013) 
 
Health and Wellbeing Boards  
Addressing  ‘ǁŝĐŬĞĚissues ? such as increasing costs of health and social care, poorer health outcomes 
for some groups and the persistence of health inequalities requires a multi-agency approach 
(Murphy 2013). The Coalition Government (2010  W 2015) introduced many new organisations and 
structures resulting in whole system change across health, public health and social care settings 
which led to greater fragmentation. This in turn led to an increased interest in the wider strategic 
and co-ordination role of HWBs and initiatives encouraging increased integration around common 
objectives articulated in common strategies and plans, often based on community or population 
outcomes, have been used as the foundations for their development.  
 
The concept of HWBs ǁĂƐŝŶŝƚŝĂůůǇƉƌŽƉŽƐĞĚŝŶƚŚĞ ‘,ĞĂůƚŚǇ>ives, Healthy People: Our Strategy for 
WƵďůŝĐ,ĞĂůƚŚ ?tŚŝƚĞWĂƉĞƌ ?ĞƉĂƌƚŵĞŶƚŽĨ,ĞĂůƚŚ ? ? ? ? ?ĂŶĚƚŚĞtŚŝƚĞWĂƉĞƌ ‘ƋƵŝƚǇĂŶĚ
ǆĐĞůůĞŶĐĞ ? ?ĞƉĂƌƚŵĞŶƚŽĨ,ĞĂůƚŚ ? ? ? ?b). Moves were made to create and develop HWBs locally as 
the Health and Social Care Bill was published in 2011. However the passage of the bill was troubled 
(Timmins 2012) and the HSCA12 was not passed until March 2012, with HWBs expected to be set up 
in shadow form from April 2012. All LAs were expected to have HWBs fully operational 12 months 
after this (April 2013) under section 194 of the Act. 
 
HWBs are tasked with creating a forum of relevant professional groups, local elected members and 
others, and carrying out a joint strategic needs assessment (JSNA) for the local population - 
described ĂƐ “ƚŚĞŵĞĂŶƐďǇǁŚŝĐŚůŽĐĂůůĞĂĚĞƌƐǁŽƌŬƚŽŐĞƚŚĞƌƚŽƵŶĚĞƌƐƚĂŶĚĂŶĚĂŐƌĞĞƚŚĞŶĞĞĚƐŽĨ
all local people, with the joint health and wellbeing strategy setting the priorities for collective 
ĂĐƚŝŽŶ ? ?ĞƉĂƌƚŵĞŶƚŽĨ,ĞĂůƚŚ ? ? ? ?:7).  HWBs are also responsible for developing a joint health and 
ǁĞůůďĞŝŶŐƐƚƌĂƚĞŐǇ ?:,t^ ?ĨŽƌƚŚĞŝƌĂƌĞĂǁŝƚŚĂ ‘ĐŽƌĞƉƵƌ ŽƐĞ ?ƚŽŝŵƉƌŽǀĞůŽĐĂůŚĞĂůƚŚĂŶĚƐŽĐŝĂů
ĐĂƌĞĂŶĚƚŽƌĞĚƵĐĞŚĞĂůƚŚŝŶĞƋƵĂůŝƚŝĞƐ ? ?>ŽĐĂů'ŽǀĞƌŶŵĞŶƚ/ŵƉƌŽǀĞŵĞŶƚĂŶĚĞǀĞůŽƉŵĞŶƚ ? ? ? ? P ? ? ?
The JHWBS is the overarching framework within which commissioning plans are developed for 
health services, social care, public health and other services which the board agrees are relevant.  
 
HWBs are also expected to promote greater integration and partnership, including joint 
commissioning, integrated provision, and pooled budgets where appropriate and are described as 
 “ƐŝƚƚŝŶŐĂƚƚŚĞŚĞĂƌƚŽĨůŽĐĂůĐŽŵŵŝƐƐŝŽŶŝŶŐĚĞĐŝƐŝŽŶƐ ?ƵŶĚĞƌƉŝŶŶŝŶŐŝŵƉƌŽǀĞĚŚĞĂůƚŚ ?ƐŽĐŝĂůĐĂƌĞĂŶĚ
public health outcomes for the whole community ? (Department of Health 2011:7). These will be the 
pillars of local decision-making, focussing leaders on priorities for action and providing the evidence 
base for decisions about local services. There was thus a clear emphasis on joint working and 





, set up with the intention to increase the scale and pace of integrated working with a 
particular focus on reducing hospital admissions and length of hospital stay. 
 
Although the passage of the HSCA12 was somewhat fraught, the idea and introduction of HWBs was 
generally welcomed by public health professionals and LAs and was seen as the least controversial 
part of the reforms, with over 90% of LAs volunteering to become early implementers. Nevertheless, 
some critics dismissed claims that HWBs would improve the democratic legitimacy of the NHS 
(Fitzpatrick 2011) and others felt that they  “will not be sufficient to ensure a partnership approach to 
improving health and wellbeing ? (Kingsnorth 2013:73). Their mandated membership (see below) 
necessitates that a diverse mix of stakeholders are consulted in the strategic and policy tasks of key 




 of upper tier/unitary LAs, the exact membership of HWBs was not 
defined, and subject to a minimum core membership, HWBs could choose how they wished to work. 
However, the Department of Health emphasised the role of local elected members to provide 
greater local democratic legitimacy of commissioning decisions (Department of Health 2011). The 
core membership should consist of: 
 at least one nominated councillor of the LA 
 the director of adult social services for the LA 
 ƚŚĞĚŝƌĞĐƚŽƌŽĨĐŚŝůĚƌĞŶ ?ƐƐĞƌǀŝĐĞƐĨŽƌƚŚĞLA 
 the director of public health for the LA 
 a representative of the local HealthWatch organisation 
 a representative of each relevant commissioning group 
 such other persons, or representatives of such other persons, as the LA deems 
appropriate. 
 
All members have equal voting rights on HWBs  W unusual for an LA (sub)committee including non-
elected members.  Dhesi (2014) and Coleman et al (2014) found that LAs were conscious of the need 
for balance in the number of LA and CCG members, where the view was either that the democratic 
voice of the LA should have the greatest weight or that health and LA representatives should be 
evenly balanced. 
 
Upper-tier/unitary LAs are the authorities responsible for HWBs and, unlike in previous joint health 
and social care initiatives, there is no duty or requirement for district and borough councils to have a 
seat at the board, to be consulted or to be otherwise involved, (with the exception of the drafting of 
the JSNA, Chartered Institute of Environmental Health 2010), an omission for which the government 
was criticised by the Health Select Committee (Williams 2012).  LAs are free to determine the 
number of elected members on HWBs, though this has promoted concerns about the politicisation 
of decision-making and the need to ensure that the most suitable members are present (Calkin and 
                                                          
2
 The August 2013 Spending Review established the £3.8 billion BCF "to deliver better outcomes and greater 
efficiencies through more integrated services for older and disabled people." The total pooled budget is now 
£5.3 billion and is to be used to integrate health and social care. 
3
 Most LA committees allow only elected members to vote, having taken guidance from officers. However, on 
HWBs elected members, officers and others who are full members all have an equal entitlement to vote on 
decisions taken.  
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Ford 2011). There is also the option for HWBs of using co-option to increase variety and suitability of 
membership. 
 
Given the variety of potential representatives on HWBs, this gives opportunities for cross-
organisational work at a strategic level, and being able to co-opt enables variation suited to local 
needs/context to be developed. Other potential representatives, include the fire service, police, 
voluntary organisations and housing associations, all of whom can influence the wider determinants 
of health. It is important that representatives are senior enough to make decisions on behalf of their 
organisations, and to attend meetings regularly in order to maintain the position of the HWB as a 
respected forum (Coleman et al 2014, Dhesi 2014). 
 
Humphries (2013) suggested several features of HWBs which could set them apart from previous 
partnership initiatives. These included: involvement and engagement of GPs; better governance and 
accountability (due to being sub-committee of the LA); encouragement of wider relations between 
the NHS and broader LA (not just Social Services); and opportunities afforded by the move of Public 
Health functions to local government (Coleman and Glendinning 2015). However, as we have noted, 
similar initiatives had historically fallen short of expectations. 
 
Following publication of the White Paper (Department of Health 2010), the idea of HWBs developed 
- including potentially having a lead commissioning role (Behan 2011). However, HWBs have no 
direct commissioning responsibilities, but instead are expected to influence the commissioning 
decisions of LAs and CCGs by providing local strategic oversight (stewardship). They are the single 
element in a fragmented system with a specific mandate to promote integration between local 
services. CCGs and LAs, together with other key stakeholders, are members of these pivotal joint 
local fora (Coleman and Glendinning 2015). 
 
A recent publication (LGA, NHSCC 2015:2 ?ƐƵŐŐĞƐƚƐƚŚĂƚ “,tƐƉƌŽǀŝĚĞĂŐĞŶƵŝŶĞŽƉƉŽƌƚƵŶŝƚǇƚŽ
develop a place-based, preventive approach to the commissioning of health and care services, 
ŝŵƉƌŽǀŝŶŐŚĞĂůƚŚĂŶĚƚĂĐŬůŝŶŐŚĞĂůƚŚŝŶĞƋƵĂůŝƚŝĞƐĂŶĚƚŚĞǁŝĚĞƌĚĞƚĞƌŵŝŶĂŶƚƐŽĨŚĞĂůƚŚ ? ?,ŽǁĞǀĞƌ ?
since HWBs have no formal powers, their ability to influence others will depend upon their success 
in building relationships (Coleman 2014). 
 
In the following section we use empirical evidence from research, with which we have been involved 
looking at changes in the system following the implementation of the HSCA12 (Coleman et al 2014, 
Dhesi 2014, Jenkins et al 2015, Peckham et al 2015), to illustrate some of the issues faced by HWBs 
as they developed. 
 
 
Implementation and impact of reform 2010-2015: Membership, Structures and 
Relationships 
 
Dhesi (2014) found that the matter of HWB membership was a thorny issue for many, with Chairs 
and support officers attempting to achieve a balance between inclusion of all relevant parties and 
creating an unwieldy board with too many members for effective decision-making.  HWB 
5 
 
membership numbers varied considerably, ranging from little more than the statutory minimum (6), 
to around 40 members at one authority in a largely rural two-tier system. 
 
Many HWBs faced challenges when deciding which, if any, non-statutory members should be 
included. The following comment gives a HWB member ?ƐŽƉŝŶŝŽŶ on the lack of representation of 
district council based services in a two-tier area; 
 
 ? ? ?ŵǇƐƉĞĐŝĨŝĐƐƵŐŐĞƐƚŝŽŶǁĂƐƚŚĂƚƚŚĞƐĞĂƚƐ ?ŚŽǁĞǀĞƌ many, given to the District Council 
ƐŚŽƵůĚŐŽƚŽƚŚĞŬĞǇƌŽůĞƐ ?ďĞĐĂƵƐĞ ?/ƚŚŝŶŬ ?ŝƚ ?ƐƌĞĂůůǇĚĂŵĂŐŝŶŐŶŽƚƚŽŚĂǀĞŶǀŝƌŽŶŵĞŶƚĂů
Health and not to have Housing represented around the table, that, I think, is a real 
ĚŝƐĂĚǀĂŶƚĂŐĞĨŽƌƵƐ ? ? ?,tŵember, Dhesi 2014) 
 
Our studies suggest that in some two-tier areas, due to the large number of district councils, not all 
were directly represented on the county-level HWB.  However, there were representative district 
councils on these HWBs, and in several areas there were also local versions of HWBs. To illustrate, in 
one area (Peckham et al 2015:17) the local HWB matched CCG boundaries, so all district councils sit 
on at least one local HWB, and in another site, there was one local HWB for each district council. In 
another site, each local HWB had an integrated commissioning board, which was attended by a 
member of the public health team (e.g. business manager or commissioning manager).  This was to 
ensure commissioning was aligned and integrated where possible. The ŝƐƚƌŝĐƚŽƵŶĐŝů ?ƐEĞƚǁŽƌŬ
ŚŝŐŚůŝŐŚƚĞĚƚŚĞŝƐƐƵĞŽĨĂĚĞƋƵĂƚĞĚŝƐƚƌŝĐƚĐŽƵŶĐŝůƌĞƉƌĞƐĞŶƚĂƚŝŽŶ ‘ŝƚƐĞĞŵƐĐŽŶƚƌĂĚŝĐƚŽƌǇ ? ? ?ŐŝǀĞŶƚŚĞ
prominence of the prevention agenda -that whilst CCGs have a statutory role, there is no obligation 
to involve districts beyonĚƚŚĞƉƌŽĚƵĐƚŝŽŶŽĨ:^EƐ ?ĂŶĚƚŚĞĐŽŵŵŝƚƚĞĞƌĞĐŽŐŶŝƐĞĚƚŚĞŝƐƐƵĞĂƐĂ
concern (House of Commons Select Committee on Health. 2013:32).   
 
The existence of sub-structures did not appear to be related to the size of the HWB, and sub-
structures changed over time during the developmental stages. In many areas the HWB and sub-
structures had been developed from existing groups (Dhesi 2014, Coleman et al 2014). Others have 
also observed that in some areas there was an existing system of close collaboration (Tudor Jones 
2013). An environmental health manager noted this trend and described the need to change the 
people and not just recycle the previous arrangements; 
 
 ? ? ? ?/ ?ůůůŽŽŬďĂĐŬŝŶĂǇĞĂƌ ?ƐƚŝŵĞĂŶĚƚŚŝŶŬ ?ǁĞůů ?ŝƚ ?ƐũƵƐƚƚŚĞƐĂŵĞŽůĚ ?ƐĂŵĞŽůĚ ?ŶŽƚŚŝŶŐŚĂƐ
ƌĞĂůůǇĐŚĂŶŐĞĚ ?ďĞĐĂƵƐĞ/ ?ǀĞďĞĞŶŝŶǀŽůǀĞĚǁŝƚŚƚŚĞE,^ĨŽƌĂĐŽƵƉůĞŽĨĚĞĐĂĚĞƐŶŽǁĂŶĚ/ ?ǀĞ
ƐĞĞŶƌĞƐƚƌƵĐƚƵƌĞƐ ?/ ?ǀĞƐĞĞŶĚŝĨĨĞƌĞŶƚ'WƐƚƌƵĐƚƵƌĞƐ ?ƚŽƚŚĞWd ?Ɛ ?ƚŚĞǇĐŽŵĞĂŶĚŐŽǁŝƚŚũƵƐƚ
the different names, and it's the same people pop up in different structures... You need to 
ĐŚĂŶŐĞƚŚĞƉĞŽƉůĞƐŽŵĞƚŝŵĞƐ ?ŶŽƚũƵƐƚƚŚĞƐƚƌƵĐƚƵƌĞĂŶĚ/ ?ŵƐĞĞŝŶŐŝƚŚĂƉƉĞŶŶŽǁ ? ? ?,
manager, Dhesi 2014) 
 
In other areas of the country, an administrative layer has been created above the statutory HWB 
(often where there was a history of joint working at this scale). This shows that the imposition of LA-
wide HWBs does not always sit comfortably with existing partnerships and that different areas have 




Despite concerns expressed that HWBs might be meƌĞ “ƚĂůŬŝŶŐƐŚŽƉƐ ?ĂƐƚŚĞǇĚŝĚŶŽƚŚĂǀĞƐƚĂƚƵƚŽƌǇ
powers (HCLGC 2012, Humphries and Gelea 2013) public health staff, LA staff and councillors 
interviewed by Peckham et al (2015:18) were generally positive about the future role of HWBs and 
who was involved, despite some feelings that HWBs were still developing their roles. 
 
It is clear both from policy documents and from our research data that HWBs have an important role 
to play in cross-system coordination.  tŚĞŶŝŶƚĞƌǀŝĞǁĞĞƐŝŶWĞĐŬŚĂŵĞƚĂů ?Ɛ(2015) study talked 
about HWBs, it was usually with a sense of optimism.  HWBs were seen to play a key part in 
(potentially) pushing ahead system change, particularly around the integration agenda.  Their 
position in the council, and their membership - often chaired by a senior councillor , was seen to give 
the HWB the opportunity to progress on the whole redesign of the system, taking the public with 
them as they do. In a survey of Directors of Public Health (DsPH) (Jenkins et al 2015) respondents 
reported that ƚŚĞŵĂŝŶďĞŶĞĨŝƚŽĨƚŚĞ,tǁĂƐƚŚĂƚŝƚǁĂƐ ‘ĚĞĨŝŶŝƚĞůǇ ?ŝŶƐƚƌƵŵĞŶƚĂůŝŶŝĚĞŶƚŝĨǇŝŶŐ
main health & wellbeing priorities (61%), although as many as 63% of DsPH felt that the HWB was 
 ‘ŶŽƚƌĞĂůůǇ ?ŵĂŬŝŶŐĚŝĨĨŝĐƵůƚĚĞĐŝƐŝŽŶƐ ?KŶĞƐĞŶŝŽƌŵĂŶĂŐĞƌĚĞƐĐƌŝďĞĚŝƚĂƐ “ƚŚĞƉůĂĐĞƚŽĐŽŵĞƚŽ ?, 
given its high profile and membership.  As figure 1 shows, the responses for elected members were 
slightly more positive, with more saying that membership of the HWB allowed them to influence 
decision-making in the authority (73%) and to engage with the development of the Better Care Fund 
(73%). 
Figure 1: Role on Health and Wellbeing Board (Peckham et al 2015:27)
 
 
Peckham et al (2015:27/28), highlighted the HWB role in forging new or better relationships 
between different actors within the system  W in particular between elected members and clinicians, 
which in turn offers opportunities for change and improvement:   
 ? ?ǁĞŝŶƐŝƐƚĞĚ ?ƚŚĂƚƚŚĞŽŶĞƌĞůĂƚŝŽŶƐŚŝƉǁĞŚĂĚƚŽŐĞƚƌŝŐŚƚǁĂƐďĞƚǁĞĞŶĞůĞĐƚĞĚŵĞŵďĞƌƐ
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board as far as we were concerned, everybody else had been there before ? (Senior strategy 
manager). 
 
In addition, HWBs have a role in encouraging new ways of working for health improvement, perhaps 
by focusing on a particular health issue and tasking others across the system with looking at how 
they might be able to assist, or ďǇ ‘ƐŚĂŬŝŶŐƚŚŝŶŐƐƵƉ ?ĂŶĚƉƵƚƚŝŶŐƉƌĞƐƐƵƌĞŽŶƐǇƐƚĞŵĂĐƚŽƌƐ ?ŽƌďǇ
system actors putting pressure on each other, asking what more they can do, or what they can do 
differently.  This role of applying pressure has a performance management/scrutiny aspect to it, 





The influence of the Marmot review (2010), where two policy objectives relate specifically to 
children and young people, can be seen in the prioritisation of children in many locally developed 
JHWBS. A commitment to addressing the social determinants of health was notable during shadow 
stage interviews with HWB members and support officers, although observations at all case study 
sites noted a focus on healthcare and social care during many HWB meetings, particularly at the CCG 
authorisation stage reflecting both internal and external policy pressures (Dhesi 2014). Dhesi ?Ɛ
research (2014) found that many early agendas had the authorisation of CCGs
4
 as standing items for 
some time and integrated care was also a regular feature on the agenda at meetings across the case 
study sites. There were two approaches to issue-based prioritisation; focussing on specific 
population groups, such as children or vulnerable people; and focussing on health issues, such as 
smoking, drugs and alcohol, dementia or obesity. Sites (Dhesi 2014) generally adopted a mixture of 
both issue-based approaches and there was little real support seen for geographical prioritisation 
other than in primary care, where the provision and quality of care were sometimes referred to as 
issues. 
 
However, Dhesi (2014) highlighted differences in opinion about priorities, and in some cases 
uncertainty about the best course of action to take. This is illustrated by the views of an elected 
member of a HWB when asked how best to tackle health inequalities locally; 
 
 ?tŚĂƚŵŽƌĞĐĂŶ ?> ?ĚŽƚŽŚĞůƉ ?W, ?ĂŶĚ'ƐŝŶĚƌŝǀŝŶŐĚŽǁŶŚĞĂůƚŚŝnequalities? I mean 
we all know what they are, you know, we live 10 years shorter in [area] than we do in [area] 
ĂŶĚǇŽƵŬŶŽǁ ?ƚĞĞŶĂŐĞƉƌĞŐŶĂŶĐŝĞƐ ?ŽďĞƐŝƚǇ ?ŝƚ ?ƐĂůůǁŽƌƐĞŝŶƚŚĞEŽƌƚŚƚŚĂŶŝƚŝƐŝŶƚŚĞ
^ŽƵƚŚ ? ? ?ƚŚŝŶŬǁĞ ?ǀĞŐŽƚƚŽƐĞĞǁŚĂƚǁĞĐĂŶĚŽĂďŽƵƚ ?ŝƚ ? ?/ ŵŶŽƚƐƵƌĞǁĞĂĐƚƵĂůůǇŬŶŽǁ ? ?
(HWB member Dhesi 2014) 
 
                                                          
4
 In order to become a statutory body each CCG had to go through an authorisation process. This was a set of 
checks and balances set against 6 domains set out by the NHS Commissioning Board (later known as NHSE). 
Within each domain, aspirant CCGs would be expected to produce a range of evidence, including documents 




Several interviewees noted the impact of wider policy initiatives, and the limited scope of the HWB 
in tackling an issue with structural causes. Concerns were raised around central government welfare 
policy exacerbating health inequalities, whilst others emphasised the impacts of other policy areas 
 ‘...sŽŝƚ ?ƐƌĞĂůůǇƚŽĚŽǁŝƚŚĞĐŽŶŽŵŝĐƐ ?ǁĂƌ ?ŚŽƵƐŝŶŐ ?ĞĚƵĐĂƚŝŽŶ ?ĂůůƚŚĞƐĞďŝŐƚŚŝŶŐƐ ? ? ? ? ?,ƉƌĂĐƚŝƚŝŽŶĞƌ ?
Dhesi 2014). Another interviewee considered that expectations on what was possible in tackling 
health inequalities locally needed to be managed, but felt that improvements in certain specific 
areas were possible. 
 
In contrast to the majority of other sites in Dhesi ?ƐƚƵĚǇ ?2014) an EH manager explained that the 
existing strategies did not include priorities relating to the social determinants of health, but that 
this was based on previous initiatives and likely to change as they were reviewed; 
 
 ? ? ?ǁŚĞŶǇŽƵŐŽďĂĐŬƚŽƚŚĞ:^E ?ƚŚŽƐĞǁŝĚĞƌĚĞƚĞƌŵŝŶĂŶƚƐ ƌĞŶ ?ƚƌĞĂůůǇŝŶƚŚĞƌĞ ?ŝƚ ?ƐǀĞƌǇ
much around the legacy of what was the local area agreement and the [area] Strategic 
Partnership and the priorities that were there got carried over and the strategy, you know, 
everybody will admit, was put together in a hurry really, so that the board had something to 
ǁŽƌŬƚŽĂŶĚĐŽƵůĚůĂƵŶĐŚĂŶĚƚŚĂƚǁĂƐŝƚ ?ďƵƚƚŚĞǇ ?ǀĞĂůƐŽƌĞĐŽŐŶŝƐĞĚƚŚĂƚŝŶƚŚĞŶĞǆƚ ? ?
ŵŽŶƚŚƐ ?ǁĞĚŽŶĞĞĚƚŽƌĞĨƌĞƐŚƚŚĂƚ ? ? ? ? ?,ŵĂŶĂŐĞƌ ?Dhesi 2014) 
 
In some areas there were reports of health inequalities being seen as low priority or as in one case 
being unacknowledged.  There were some indications that a commitment to prevention and focus 
on the social determinants of health were starting to result in changes in local arrangements. An 
elected member described what they viewed as a change under the new system;  
 
 ?/ƚĐĂŶ ?ƚďĞũƵƐƚĂďŽƵƚƚƌĞĂƚŝŶŐŝůůƉĞŽƉůĞ ?ƵƚŝƚŶĞǀĞƌŚĂĚƚŚĞĐŚĂŶĐĞ ?/ĚŽŶ ?ƚƚŚŝŶŬ ?ƵŶĚĞƌ
ƚŚĞŽůĚƌĞŐŝŵĞ ?ƚŽŚĂǀĞĂƉƌŽƉĞƌƉƌĞǀĞŶƚŝŽŶĂŐĞŶĚĂ ? ? ?,tŵĞŵďĞƌ ?Dhesi 2014)) 
 
However, others raised concerns about the level of funding available for preventative services, and 
also the need for priorities to work in practice, within the sphere of HWB influence, if they were to 
have some meaning and impact.  
 
Looking at perceptions of the role of HWBs, a survey found that while DsPH and elected members 
were very similar in the way they ranked the benefits of being on the HWB (Jenkins et al 2015, 
Peckham et al 2015 p27/28), Councillors were more positive about the powers of the HWB on every 
aspect.  For example, they rated identifying the main health and wellbeing priorities most highly 
 ? ? ?A?ƐĂŝĚ ‘ĚĞĨŝŶŝƚĞůǇ ?ĐŽŵƉĂƌĞĚƚŽ ? ?A?ŽĨƐW, ?. At the other end of the rankings, 35% of 
Councillors  compared to only 6% of DsPH felt that the HWB wĂƐ ‘ĚĞĨŝŶŝƚĞůǇ ?ŵĂŬŝŶŐĚŝĨĨŝĐƵůƚ













Instrumental in identifying the main health 
and wellbeing priorities? 
DPH 60.5 33.3 6.2 81 
EM 
86.0 14.0 0.0 43 
Strengthening relationships between 
commissioning organisations? 
DPH 39.5 51.9 8.6 81 
EM 
77.3 18.2 4.5 44 
Beginning to address the wider determinants 
of health? 
DPH 23.5 49.4 27.2 81 
EM 
59.1 36.4 4.5 44 
Influencing cross-sector decisions and 
services to have positive impacts on health 
and wellbeing 
DPH 14.8 64.2 21.0 81 
EM 
50.0 43.2 6.8 44 
Facilitating the greater use of collective 
budgets? 
DPH 12.3 55.6 32.1 81 
EM 
43.2 50.0 6.8 44 
Helping to foster a collective responsibility 
for the use of budgets? 
DPH 9.9 63.0 27.2 81 
EM 
40.9 45.5 13.6 44 
Making difficult decisions? 
DPH 6.2 30.9 63.0 81 
EM 34.9 51.2 14.0 43 
EM  W  Member 
 
Operational Matters  
 
The tone of HWB meetings and decision-making processes varied considerably, with some chairs 
permitting much debate, whilst others felt that discussion and any disagreement should take place 
outside HWB meetings. Research (Dhesi 2014, Coleman et al 2014) indicated that there was 
variation in how decisions were made at HWBs, but there was a significant level of work which was, 
or was planned to be, carried out outside the HWB. This is interesting due to the requirement of 
HWBs  to meet in public from April 2013. However observations have revealed that the content and 
level of debate heard in public at some sites was minimal, with a clear intention at some sites that 
disagreements will be debated privately. One site (Dhesi 2014) in particular held very little debate 
during meetings and this approach was explained by the chair; 
 
 ?/ ?ŵĚĞƚĞƌŵŝŶĞĚƚŚĂƚǁĞǁŝůůŶĞǀĞƌŚĂǀĞĂǀŽƚĞŽŶƚŚĞďŽĂƌĚ ?tĞ ?ůůĚŽŝƚĂůůďǇĐŽŶƐĞŶƐƵƐ ?
ŶĚŝĨƚŚĞƌĞŝƐĂĚĂŶŐĞƌŽĨĨĂůůŝŶŐŽƵƚŽǀĞƌƐŽŵĞƚŚŝŶŐǁĞ ?ůů take it away and sort it, but 
ŶŽƚŝŶƉƵďůŝĐĂƚƚŚĞďŽĂƌĚ ? ? ?,t member, Dhesi 2014) 
 
Public access to the work of sub-structures appeared to be an area of development. In addition, it 
was clear that at many sites, officers rather than elected HWB members (with the exception of some 
chairs) were driving the agendas of HWBs, although HWB members did feel able to add agenda 




Both Dhesi (2014) and Coleman et al (2014) showed clearly that there were differing views about the 
role of party politics, with some members feeling that there was no role for it in HWBs. Officers 
involved in HWB often expressed the need to gain cross-party support, although it was evident that 
people with different political persuasions could take different views on health decisions for their 
local areas. As sub-committees of the council, HWBs operate with equal voting rights for all Board 
members, including the LA officers  W which is different to any other LA committee where officers 
advise and councillors vote. 
 
Humphries (2013) identified key factors for HWB success. These were the role of local government, 
the role of national government, strategy vision and purpose, promoting integration, beyond the 
meetings and establishing relationships. Early evidence from work by Peckham et al (2015) suggests 
that public health is an integral part of HWBs and with PH now being located in LAs rather than 
health (PCTs) there are many more opportunities for better work across traditional professional 
boundaries. Despite some tensions identified in case study work (Peckham et al 2015), Jenkins et al ?Ɛ 
(2015) survey of DsPH indicated that the overwhelming majority (82%) of respondents felt more able 
to influence the work of the LA as a whole than they could prior to the reforms.  
 
HWBs were seen as important for public health despite their broader function and current strong 
focus on integrated care.  The DPH is a statutory member of the HWB but there were different 
expectations about how engaged HWBs actually were, or should be, with the wider public health 
agenda: 
 
 ?We have a very strong focus on integration, Better Care Fund  W ĂůůƚŚĂƚƐŝĚĞŽĨƚŚŝŶŐƐ ?/ ?ŵ
ĐŽŶƐĐŝŽƵƐƐŽŵĞƚŝŵĞƐŽĨĂŶĞůĞŵĞŶƚŽĨĐƌŝƚŝĐŝƐŵ ?tĞůů/ŵĞĂŶǁŚĞŶ/ƐĂǇĐƌŝƚŝĐŝƐŵŝƚ ?Ɛ
ƉƌŽďĂďůǇĂďŝƚƐƚƌŽŶŐ ?ƚŚĞƌĞ ?ƐĂůǁĂǇƐĂĐŚĂůůĞŶŐĞƚŽƐĂǇ ? ?ƌĞǇŽƵĂĐƚƵĂůůǇƚŚŝŶŬŝŶŐĞŶŽƵŐŚ
ĂďŽƵƚůŽŶŐƚĞƌŵĚĞƚĞƌŵŝŶĂŶƚƐĂŶĚĂůůƚŚĞƐŽƌƚŽĨƉƵďůŝĐŚĞĂůƚŚĂŐĞŶĚĂ ? ? ?(Councillor, 
Peckham et al 2015 p17). 
 
Evidence from a Regional Voices (2015) survey asked representatives about their engagement with 
HWBs and their success in influencing it. The results suggested that over a  three-year period the 
voluntary and community sector found it easier to influence the JSNA than the JHWS and 
consequently commissioning. Two further findings were that organisations working with equality 
groups highlighted how difficult and resource intensive it can be to engage with HWBs resulting in 
issues considered to be important being omitted from strategic agendas. Where voluntary bodies 
span geographical boundaries and end up working with multiple HWBs, they particularly struggle to 
engage and influence adequately. 
 
 
Health and Wellbeing Boards: developing their roles 
Findings from our research projects (Coleman et al 2014, Dhesi 2014, Peckham et al 2015) and the 
work of others (LGA / NHSCC 2015, Humphries et al 2013) suggests that the system within which 
HWBs are operating is still under development and given the scale of change (for organisations and 




 It has been noted that  “In such a fragmented system, the HWB is crucial in ensuring local 
ŐŽǀĞƌŶĂŶĐĞĂŶĚƐƚĞǁĂƌĚƐŚŝƉ ?,ŽǁĞǀĞƌ ?ǁŚŝůƐƚƚŚĞ,tǁĂƐƐĞĞŶĂƐŚĂǀŝŶŐĂƌŽůĞŝŶ ‘ŚŽůĚŝŶŐƉƵďůŝĐ
ŚĞĂůƚŚĂĐƚŝǀŝƚǇƚŽĂĐĐŽƵŶƚ ? ?ŝƚĚŝĚŶŽƚŚĂǀĞĂŶǇŝŶŚĞƌĞŶƚƉŽǁĞƌƚŽĨƵůĨŝůthis role, and it was unclear 
how this might work ? (Peckham et al 2015:38). In addition the dual roles held by HWBs  W building 
partnerships across the local area and applying pressure and scrutiny may prove uneasy bedfellows. 
Given the broad remit of HWBs ĂŶĚƚŚĂƚƚŚĞǇǁĞƌĞƐƚŝůůǀĞƌǇŵƵĐŚŝŶĚĞǀĞůŽƉŵĞŶƚ “ƚŚĞĚŽŵŝŶĂŶƚ
priorities were integrated care and the Better CĂƌĞ&ƵŶĚ ?>' ? ? ? ? ? ?ŽĨƚĞŶĂƚƚŚĞĞǆƉĞŶƐĞŽĨŽƚŚĞƌ
roles / functions. Peckham et al (2015) found that councillors were more optimistic about the roles 
of HWBs than DsPH, which may reflect the institutional positions they hold. Also, HWBs have not 
developed an executive decision making role but remain information exchangers and focused on a 
co-ordination role  W supporting the findings of other research (Humphries and Galea 2013).  
 
HWBs are struggling in many cases to carry out all their roles and have focussed on selected areas 
such as integrated care or very locally specific issues. In addition other imposed national change such 
planning the use of the BCF need to be co-ordinated and overseen by the HWB. The BCF involves  
NHS funding being pooled with money from other funding streams and spent jointly by the NHS and 
LAs on promoting integrated care. The compulsory pooling of significant amounts of funding when 
budgets are already under huge strain will add to pressures facing NHS providers; furthermore, 
changes to the operation of the BCF have undermined support for it within local government (Kings 
Fund 2015). Some current disquiet about BCF and delays in announcing way forward for 2016/17  W 
planning time is being diminished (Peters 2015).  Under the changes announced in July 2014 
(Johnstone 2015), HWBs were to set a local target for reducing the number of unplanned hospital 
admissions by at least 3.5%, or 185,500 nationwide. All these changes have led, in many areas, to a 
lack of strategic oversight by HWBs and many questioning their role. 
New arrangements are bedding in at a time of unprecedented austerity and budgetary pressures on 
both the NHS and LAs. Adult social care services have inevitably been adversely affected by cuts to 
LA budgets, both in the range of services they can fund and the organisational structures within 
which they operate. Funding constraints such as these do not provide an encouraging environment 
for new, robust collaborative relationships to develop (Coleman and Glendinning 2015). The 
announcement of a £200 million cut in public health funding,  constitutes a 7.4% reduction in the 
public health budget (Barr and Robinson 2015) potentially costing the Treasury much more than 
£200 million in the long term (Owen et al 2012). 
 
There are also more fundamental changes happening at a local and national level at different speeds 
around England. These include devolution of health/care budgets; new initiatives such as Devo-
Manc; and new models of commissioning and care provision as set out in the Five Year Forward View 
(NHSE 2014). In addition the Care Act 2014 places new responsibilities on LAs responsible for adult 
social care with a particular emphasis on prevention and the need to develop greater health and 
social care integration (Department of Health 2012).  
 
In  ‘DĂŬŝŶŐŝƚďĞƚƚĞƌƚŽŐĞƚŚĞƌ ?the LGA and NHSCC (2015) call for action and set out proposals for 
strengthening the impact of HWBs. They stress the importance of developing a place-based 
preventative approach to commissioning health and care services and tackling health inequalities 
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and the wider determinants of health. In a time of developing new models of care they believe 
HWBs could play a bigger role as local system leaders, building on the good work they are already 
undertaking (p2). This they suggest can be facilitated, not by significant legislative change, but 
through the bold use of existing powers (p4). The report states ƚŚĂƚ “ŝŶƐŽŵĞĂƌĞĂƐŵĞŵďĞƌƐ ?ŽĨ
HWBs] have begun to make use of the powers and freedoms HWBs have to make a significant 
ŝŵƉĂĐƚ ? ?ǁŚŝůĞŽƚŚĞƌƐǁĞƌĞŵŽƌĞƐĐĞptical about the boards ? capacity and have made only tentative 
ƐƚĞƉƐƐŽĨĂƌ ? ?Ɖ ? ? ?ƉůĞĂŝƐŵĂĚĞĨŽƌĂďĂůĂŶĐĞďĞƚǁĞĞŶŶĂƚŝŽŶĂůĂĐĐŽƵŶƚĂďŝůŝƚǇĂŶĚůŽĐĂůĨůĞǆŝďŝůŝƚǇ ?
the removal of barriers to integration and increased place-based leadership, enabling HWBs to look 
at both immediate priorities for integration and action for upstream prevention.  They  set out what 
Ă ‘ŐŽŽĚ ?,tǁŽƵůĚůŽŽŬůŝŬĞĂŶĚŝŶĐůƵĚĞ: shared leadership  W equal partnership between local 
commissioners enabling a shared understanding to facilitate services which address the wider 
determinants of health; a strategic approach  W shared ownership of problems and solutions, 
focussing on manageable local priorities and making change at a sensible local pace; engaging with 
communities  W working with and accountable to local communities together; collaborative working  W 
pooling and sharing risks, budgets, data and intelligence and developing good working relations 
throughout the local health economy (including providers).  
This latter point is supported by the findings of Peckham et al (2015:26) where it was ĨŽƵŶĚƚŚĂƚ “In 
influencing the system, participants often talked about using specific relationships as levers; key 
relationships would be used to help to smooth the process, understand what is required to get papers 
ƚŚƌŽƵŐŚƚŚĞůŽĐĂůĂƵƚŚŽƌŝƚǇĂŶĚĂůƐŽƚŽŐĞƚƉŽůŝƚŝĐĂůƉƌŝŽƌŝƚŝĞƐĂŐƌĞĞĚ ?. 
Calls have long been made for aligning finance and budgets between the NHS and local government 
(for example Hudson 1998, Ling 2002) and this is now repeated (LGA, NHSCC 2015). Aligning finances 
and budgetary timetables would simplify integration and the creation of joint incentives could 
facilitate prevention and early intervention. To allow strategic planning and monitoring of outcomes 
facilitating an easier flow of information across health and local government would seem key, as 
would aligned accountability frameworks across local health systems. Co-ordinated workforce 




As we demonstrate, HWBs display similarities and differences with previous partnership approaches. 
Distinct differences include equal membership rights of LA officers and external members on a local 
government committee, new governance forms in local government, problems regarding structures 
and patterning  W especially in two-tier areas but also in areas where new structures (at regional level 
for example) are also present. The system surrounding HWBs and the Boards themselves are still 
developing, with national imposition of new responsibilities, local variations and establishing 
working relationships and appropriate agendas being challenging. There is an ongoing struggle 
between local agendas (e.g. tackling inequalities) and a central Government push (e.g. integration) 
where HWBs can only be a part of the solution suggesting  they may be best focusing on their local 
system oversight and co-ordination role. The context of financial austerity in local government and 
recent additional public health cuts, does not facilitate joint working and can lead to suspicion locally 
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between organisations about potential budget raids although, conversely it may force different 
approaches to be examined  W such as through devolution. 
Given these challenging contexts it is perhaps not surprising that the role of HWBs remains unclear 
in practice. The HWB sits at the intersection of three broad movements. The first is that of 
developing local collaboration and co-ordination. To date this has been dominated by the integrated 
health and social care agenda to the detriment of broader health and wellbeing goals  W particularly 
in the context of public health budget cuts.  The mixed reception to devolved autonomy also 
suggests that this will continue to be an area of concern and complexity. Secondly, this is likely to be 
exacerbated by the need to address more substantial budget restrictions and reductions across both 
LAs and healthcare.  While integration is seen as a response to this, structural constraints in terms of 
organisational, professional and accountability differences continue to create a complex arena 
within which the HWB has to operate. 'ŝǀĞŶƚŚĞĐŽŵƉůĞǆŝƚǇŽĨ “ǁŝĐŬĞĚŝƐƐƵĞƐ ?ĂŶĚƚŚĞŶĞĞĚĨŽƌ
action not only across local organisations but also between local and national government does raise 
the question of whether the HWB can ever provide adequate strategic leadership and co-ordination. 
Finally, the key issue relating to internal governance and accountability, membership of HWBs is 
based on equality of membership with LA officers and non-LA representatives having voting rights 
with elected members. This makes HWBs unusual governance structures within local government. 
ĐŚŝĞǀŝŶŐƚŚĞƉŽƚĞŶƚŝĂůŽĨ,tƐƚŽĚĞůŝǀĞƌĚĞŵŽĐƌĂƚŝĐĂĐĐŽƵŶƚĂďŝůŝƚǇĂŶĚ “ũoined-ƵƉ ?ƐŽůƵƚŝŽŶƐ
depends on how well local organisations can, not just manage these, but also shape the environment 
within which the HWB operates locally.  
There is unlikely to be a single response given the extent of local variations in LA and health and 
social care systems, and the wider context of developments following the Five Year Forward View 
(NHSE 2014) and local progress on devolution. Pushing more and more onto HWBs is unlikely to help 
them develop their key strategic roles and enable them to take on a clear leadership and co-
ordination role in the local health and social care system. There is likely to remain a tension between 
local determination and national policy - notwithstanding new approaches to devolution. In addition 
many of the social determinants of health rely on national policy initiatives rather than being solely 









Behan (2011) Letter from Director General for Social Care, Local Government and Care Partnerships to 
all leaders and chief executives of Local authorities. London, Department of Health 
 
Calkin S and Ford S (2011)  Beefed up health and wellbeing boards extend council powers. Health 
14 
 
Services Journal , 14 June 2011 
 
Chartered Institute of Environmental Health (2010). Equity and excellence: Liberating the NHS - 
Response to the Department of Health's consultation. London, Chartered Institute of Environmental 
Health. 
 
Coleman A (January 2014) Health and wellbeing Boards: a new type of partnership, INLOGOV. 
Birmingham University. http://inlogov.wordpress.com/2014/01/28/health-and-wellbeing-boards/. 
 
Coleman A, Checkland K, Segar J, McDermott I, Harrison S and Peckham S (2014) Joining it up? 
Health and Wellbeing in the new English National Health Service organisation: Early evidence from 
Clinical Commissioning Groups and shadow Health and Wellbeing Boards Local Government Studies 
40(4) pp560-580. 
 
Coleman A and Glendinning C (2015) Going round in circles? Joint working between primary health 
and social care. Journal of Integrated Care 23(2) pp53-61.  
 
Department of Health (2010). Healthy Lives, Healthy People: Our strategy for Public Health in 
England. Department of Health. London, HMSO. 
 
Department of Health (2010b). Equity and excellence: Liberating the NHS. Department of Health. 
London, The Stationery Office. 
Department of Health (2011) Joint Strategic Needs Assessment and joint health and wellbeing 
strategies explained Commissioning for populations. Gateway Ref 16731 
 
Department of Health (2012) Caring for our future: reforming care and support Cm8378. London: 
TSO. 
 
Department of Health (2013) Summary table of the duties and powers introduced by the Health and 





Dhesi S (2014) Exploring how Health and Wellbeing Boards are tackling health inequalities with 
particular reference to the role of environmental health. PhD Thesis, Manchester University. 
 
Fitzpatrick M (2011) Health and Wellbeing Boards. The British Journal of General Practice 61(587) pp 
406.  
 
Glendinning, C. and Means, R. (2004) Rearranging the deckchairs on the Titanic of long-term care? 




House of Commons Communities and Local Government Committee (2013). The role of local 
authorities in health issues. Available at: 
http://www.publications.parliament.uk/pa/cm201213/cmselect/cmcomloc/694/694.pdf   
 
House of Commons Select Committee on Health. Communities and Local Government Committee 
(2013). The role of local authorities in health issues. Eighth Report of Session 2012 W13. London, The 
Stationery Office. 
 
Hudson B (1998) Circumstances change cases: Local Government and NHS. Social policy and 
Administration 32(1) pp. 71-86. 
 
,ƵŵƉŚƌŝĞƐ ?Z ? ? ? ? ? ? ? ? “,ĞĂůƚŚĂŶĚǁĞůůďĞŝŶŐďŽĂƌĚƐ PƉŽůŝĐǇĂŶĚƉƌŽƐƉĞĐƚƐ ? ?:ŽƵƌŶĂůŽĨ/ŶƚĞŐƌĂƚĞĚ 
Care, Vol. 21 No. 1, pp. 6-12. 
 
Humphries R, Galea A, Sonola L and Mundle C (2013) Health and Wellbeing Boards: system leaders 
or talking shops? The Kings Fund. 
Hunter D J and Perkins N (2014) Partnership working in Public health. Bristol, Policy Press. 
Jenkins L, Bramwell D, Coleman A, Gadsby E, Ogilvie J, Peckham S, Perkins N, Segar J and Rutter H 
(2015) Public Health and Obesity in England  W the new infrastructure examined: First survey report  W 
Findings from a survey of Directors of Public Health and Elected Members. Kent, PRUComm.  
Johnstone R (2015) Health Ministers defend Better Care Fund changes. Public Finance 10/7/14 
http://www.publicfinance.co.uk/news/2014/07/health-minister-defends-better-care-fund-changes/  
Kings Fund (2015) The Budget: Health and Social Care Funding Briefing. London: Kings Fund 
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/Budget%20briefing%20July%
202015%20final_0.pdf 
Kingsnorth R (2013) Partnerships for health and wellbeing: Transferring public health responsibilities 
to local authorities. Journal of Integrated Care 21(2) pp64-76. 
>ĞǁŝƐ ?: ? ? ? ? ? ? ? ? “KůĚĞƌƉĞŽƉůĞĂŶĚƚŚĞŚĞĂůƚŚ-social care boundary in the UK: half a century of 
ŚŝĚĚĞŶƉŽůŝĐǇĐŽŶĨůŝĐƚ ? ?^ŽĐŝĂůWŽůŝĐǇĂŶĚĚŵŝŶŝƐƚƌĂƚŝŽŶ ?sŽů ? ? ?EŽ ? ? ?ƉƉ ? ? ? ?-59.
 
Local Government Association and NHS Clinical Commissioners (2015) Making it better together: a 
call to action on the future of health and wellbeing boards.  http://www.nhscc.org/wp-
content/uploads/2015/06/Making-It-Better-Together-30June2015.pdf  
 
Local Government Improvement and Development (2011) Joint Strategic Needs Assessment: A 
springboard to action. London, Local Government and Improvement. 
 
Marks, L., Cave, S., Hunter, D., Mason, J., Peckham, S., & Wallace, A. (2011). Governance for health 




Marmot, M. (2010). Fair Society, Healthy Lives: Strategic Review of Health Inequalities in England 
post 2010 London, UCL. 
 
 
Murphy P (2013) Public health and health and wellbeing boards: antecedents, theory and 
development. Perspectives in Public Health 133 (5) pp248-253. 
 
NHS England (2014). Five Year Forward View, NHS England. 
 
Owen L, Morgan A, Fischer A, Ellis S, Hoy A, Kelly MP (2012). The cost-effectiveness of public health 
interventions. J Public Health; 34: 37 W45 
 
Peckham S, Gadsby E, Coleman A, Jenkins L, Perkins N, Rutter H, Segar J and Bramwell D (2015) 
PHOENIX: Public Health and Obesity in England  W the New Infrastructure Examined Second interim 
report. PRUComm. 
 
Peters D (2015) Areas still receiving support with Better Care Fun plans. Municipal Journal 29/7/15.  
 
Regional Voices (2015) Survey of engagement with Health and Wellbeing Boards. 
www.regionalvoices.org/hwb-reps/survey 
 
Timmins N (2012) Never again or the story of the Health and Social Care Act 2012. London, Institute 
ĨŽƌ'ŽǀĞƌŶŵĞŶƚĂŶĚdŚĞ<ŝŶŐ ?Ɛ&ƵŶĚ ? 
Tudor Jones G (2013) Assessing the transition to a more localist health system  - the first step 
towards a marriage between the NHS and local government. Localis. 
http://www.localis.org.uk/article/1485/In-Sickness-and-in-Health.htm   
Williams C (2012) Districts fail to get guarantee EHN online, 09/02/2012 
 
 
 
